Regarding “The effect of long saphenous vein stripping on deep venous reflux” by MacKenzie RK, Allan PL, Ruckley CV, and Bradbury AW. Eur J Vasc Endovasc Surg 28, 104–107 (2004)  by Lurie, Fedor
CORRESPONDENCERegarding ‘Reflux Elimination Without any
Ablation or Disconnection of the Saphenous
Vein. A Haemodynamic Model for Venous
Surgery’ and ‘Durability of Reflux-elimination
by a Minimal Invasive CHIVA Procedure on
Patients with Varicose Veins. A 3-year Prospec-
tive Case Study’
Regarding these two articles published in this
Journal by Zamboni P et al. (Eur J Vasc Endovasc
Surg 2001;21:361–369) and Escribano JM et al.
(Eur J Vasc Endovasc Surg 2003;25(2):159–163)
about the haemodynamic venous surgery
(CHIVA) we wanted to remark the following
questions:(i)1078–CHIVA in case of type III shunt1 is always
planned and accepted by patients in two
steps, and Escribano study fully confirm this
assumption.(ii) Zamboni article is mainly the experimental
demonstration of the role of the gradient in
reflux development. Zamboni f-up is shorter
than Escribano one. The latter demonstrates in
long term the surgical possibility of transform-
ing the shunt presentation from type III to
type I. The same was previously observed by
Zamboni.2 Thus, the two CHIVA studies are
not in contrast.(iii) Moreover, the criteria for defining a type III
shunt are larger in Escribano group as com-
pared to Zamboni group. Consequently, the
number of cases shifting from type III to type I
were proportionally higher in the former. For
example, Zamboni tests each visible perforator
on the saphenous trunk with the Doppler
sample, while pressing the origin of all the
insufficient tributaries. If in this condition the
tested perforator demonstrates an in-ward
flow Zamboni considers it a type I shunt so
excluding the patients from CHIVA in two
steps operation.5884/000567 + 02 $35.00/0 q 2004 Elsevier Ltd. All rights reserP. Zamboni1, J.M. Escribano2
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stripping on deep venous reflux” by MacKenzie
RK, Allan PL, Ruckley CV, and Bradbury AW.
Eur J Vasc Endovasc Surg 28, 104–107 (2004)
Ms. MacKenzie and her colleagues have reported a
very interesting finding that ‘incomplete stripping
[of the Great Saphenous Vein] appears to be
associated with the development of new deep reflux
in a significant proportion of limbs.’ This phenom-
enon has never been reported before, thus deserves
discussion.
Unfortunately, careful reading of the manuscript
left me with little information regarding this subject,
as well as regarding the patient population studied
by the authors. Multiple studies performed before
reported prevalence of Deep Venous Reflux (DVR) in
patients with primary chronic venous disease (CVD)
as 10% or lower. Yet, 32 of 77 limbs (42%), in this studyEur J Vasc Endovasc Surg 28, 567–568 (2004)
doi:10.1016/j.ejvs.2004.07.005, available online at http://www.sciencedirect.com onved.
Correspondence568demonstrated DVR. Possible explanation of this differ-
ence may be that authors included patients with
secondary (post-thrombotic) CVD. This may also
explain the unusually high prevalence of severe disease
in these patients: 31 limb (40%) had open or healed
ulcers; additional 18 limbs (23%) had skin changes.
In post-thrombotic limbs, deep venous reflux
often co-exists with more proximal obstructions.
Perhaps this explains another interesting finding on
this paper: more frequent development of isolated
popliteal reflux. Figs. 1 and 2 show that 2 years after
stripping, 10 limbs appeared to have new reflux in
popliteal vein, but only 7 in femoral vein.
Presence of proximal obstruction is often associ-
ated with development of collateral outflow includ-
ing re-connection between deep and superficial
system and enlargement of pre-existing accessory
saphenous veins. This leads to another question:
what were those ‘incompletely stripped’ limbs
which constituted 63% of studied population?
Unfortunately, authors only provide the estimated
length of the open segments, but not their exact
location or connection to incompetent perforators
and other veins.
Many of these questions would be answered if the
authors adhere to CEAP classification, and reported
not only the clinical class, but also aetiology ‘E’ as
primary and secondary CVD (not primary and
recurrent varicose veins as in Table 1), more detailed
anatomy ‘A’ (only four segments were studied
providing no information on proximal or perforator
veins), and pathophysiology ‘P’ (reporting both
reflux and obstruction).
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plasia: An Experimental Study (Ducasse et al.; Eur
J Vasc Endovasc Surg 2004; 27: 617–21)
The number of peripheral arterial bypass andEur J Vasc Endovasc Surg Vol 28, November 2004coronary artery bypass surgical procedures per-
formed can be expected to increase due to the longer
life expectancy of an increasing population. With
varicose vein treatment and previous vein graft use,
the availability of the long saphenous vein may
decrease, resulting in an increase in prosthetic graft
use with vein cuffs.
I enjoyed reading the histopathological results of
vein cuffs by Ducasse et al. which concluded that
vein cuffs reduce arterial intimal remodelling but
stated that intimal hyperplasia was more prominent
in the vein cuff than in the recipient artery.1
A new ‘no touch’ technique of harvesting the long
saphenous vein with its adventitia intact improves
vein graft patency.2 The adventitia adds structural
support during arterial pressure distension and
preserves endothelial integrity and the production
of nitric oxide synthase (NOS).3 Studies have shown
that delivery of NOS to sites of vascular injury
reduces smooth muscle proliferation and intimal
hyperplasia through upregulation of the cell cycle
inhibitor p21.4
Comparing ‘no touch’ to the conventional tech-
nique in a similar animal study to Ducasse et al.
might provide histological evidence of a reduction in
intimal hyperplasia of not only the vein, but possibly
the adjacent arterial segment (NOS may be distrib-
uted locally from its venous source) when using ‘no
touch’ harvested vein cuffs on prosthetic grafts,
which could improve graft patency.1
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